The realization in a family that they have a handicapped child is a profoundly tragic event, often combining unhappiness with selfrecrimination. As he grows the child is pitiable but frequently exasperating, so the unremitting burden of his care wears down patience, and strains all relationships. The initial reaction of parents is to ask why it has happened to them; doctors are usually equipped to deal with this area of enquiry or have access to colleagues who are. Parents then begin to enquire about the likely consequences of this handicap for their child or for themselves, asking questions which are of understandable emotional significance to them but are often either unanswerable or simply invite conjecture, e.g. will he walk, will he talk, will he earn his own living?
Such questions reveal how the parents project their anxieties far into a bleak future, at the same time suffering a sense of helplessness about what to do in the present. At this stage a constructive step is to lead them into considering more immediate problems, taking care always to concentrate on certain practical issues. These are to guide the parents how best to improve the functioning of their child as well as care for his health and disabilities, to try and set a sequence of targets in a time span which is realistic and, above all, to involve the parents themselves both in discussions and in the implementation of any programme agreed upon. One of the most disabling features of parent anxiety at this stage is their vulnerability to suggestions good and bad about how to help their child, and this makes them prey to advice and suggestions, whether from kindly neighbours or from commercially motivated organizations.
Efforts to help the progress of the severely handicapped child in these early years obviously depend partly on the extent of the child's handicap but also on the way he is managed by, and interacts with, those most involved with himhis parents. Their success will depend on the extent of his pathology and on its effective unravelling and treatment; it will depend also and less obviously on the child's individuality. Some handicapped children seem to be more highly motivated than others to work hard, together with their parents, in whatever programme is set up. The child himself and his disability form one variable affecting the success of any programme; another variable is the way he is handled. It must be admitted that very little is known of how normal children acquire those skills that parents strive to elicit in their severely handicapped child. Although information abounds about attainment of particular capabilities at particular stages there is very little insight how a child passes from one stage to the next; and so parents, teachers or therapists faced with helping a child along this sequence have little to guide them. Indeed there is a growing body of interesting evidence suggesting that some fundamental early skills, like reaching (Bruner & Koslowski 1972) , vocal communication (Ricks 1975) , or judging perspective (Gibson 1965) , are not taught and do not even seem to require preliminary experience before they appear. But, however they are learned, the handicapped child has to acquire these skills within the context of the family, and it is at this crucial point that the distinctive interaction between parents and their handicapped child becomes significant.
Those who deal with severely handicapped children appreciate a very striking fact: the initial reactions of parents, quite appropriate to normal children, often aggravate the disability of their handicapped child.
In the case of a spastic child, for instance, it is a common experience to discover the child in his home sitting in his particular chair or corner of the Section of Psychiatry settee with little incentive to move because other members of the family do things for him. It is well known, however, that experience of movement is particularly valuable for the spastic child who develops spasm and reflex postures when he initiates movement. Mothers with young spastic children find that picking up their child results not in snuggling and enjoyment (which is an important component of the normal child's motor learning) but in spasm, discomfort and alarm. This makes his mother more anxious; handling the child becomes not a pleasurable experience but a rather frightening one, so she tends to handle the child less. The less experience of movement he gets the more readily he develops spasm when moved and thereby the more he frightens his mother into not picking him up. This anxiety spreads to all members of the family, for the mother's concern makes her more protective, preventing other members of the family handling the child.
The problems of the ataxic child are similar. It is the child who is prepared to 'have a go' who at any given level of ataxia improves his mobility. This readiness to have a go depends on the child's apprehension, which in its turn depends on how much anxiety is conveyed to him by the understandable misgiving of his parents as he stumbles about in his efforts. The anxious parent, by inhibiting the confidence of the ataxic child, makes him more anxious and less able to overcome his ataxia.
Another large group of motor-handicapped children where the family response is similarly disruptive are athetoid children. With his poorly aimed, incoordinated movement the athetoid child is at his most jerking and wriggling when his attention is focused on his own efforts to direct and control his activity.
Consider the athetoid child sitting with his family at breakfast, with father late for work and mother anxious to get the children off to school; as the athetoid child reaches for the milk to pour on his cornflakes it is surely inevitable that other family members will be alert to the possibility of its being spilled in their laps as he struggles to carry it across the table. If he does so successfully there may well be a sigh of relief which would direct his attention to his efforts no less than the exasperation which will result from his spilling it.
Such reactions are often even more spectacular in the ambulant mentally handicapped child. For example, it is well known that the needs of the hyperactive, distractible child are consistent management in a regular routine. His basic handicap, often associated with diffuse hypoxic cortical damage, is a short attention span and consequent inability to focus attention and link cause and effect unless they are presented repeatedly in a similar fashion which eventually becomes predictable.
Consider such a child playing in the kitchen while his mother washes up. He is quite likely to be knocking objects over so that his mother, like any other, becomes exasperated when he does so, but with such a child tends not to correct him, at least not initially. This again is a very normal response since she may well feel that he cannot help it because he is retarded, or brain damaged, and by this term she is not infrequently frightened into a belief that her child is in some way fragile, so that she cannot risk the vigorous reprimand she would give her normal child. He then in his hyperactive way does the same thing repeatedly until his mother's patience snaps and she may reprimand him suddenly and severely. She is then overcome with guilt and may become even more permissive. Such inconsistency would cause a normal child great difficulty in appreciating what was required of him; how much more so does this apply to a child with the learning defects associated with hyperactivity.
An even more striking example is to be seen in parents with noncommunicating children. In discussing management of such children with their parents one becomes aware of how essentially verbal we are in our control of children's behaviour. However much parents understand the difficulties in comprehension of, for example, an autistic child, and however sensibly they appreciate that they need to say the same thing in the same way in the same situation, to enable their child to comprehend or indeed even to listen to language, they are nevertheless in times of stress at the mercy of quite normal responses which are just the opposite.
Watching and listening to any mother with an active exploratory 3-year-old in a supermarket is very revealing in this context. If the toddler in his efforts to 'help' takes down a variety of tins she will initially tell him 'No', but if he persists she will quite rapidly embroider her statement, changing her tone, adding his name, explanations or perhaps a few oaths, so that the verbal content of what he hears suddenly becomes much more complicated. This is usually effective in the case of the normal child, or at least has a reasonable chance of being so, whereas it is quite often disastrous with the autistic child. Instead of helping him to understand, it inevitably bewilders him and confronts him with his own disability, which is his limited understanding of language.
The conclusion to be drawn from these observations would seem to be that parents are the least suitable people to help their handicapped child. This is clearly not the case. Not only does the handicapped child enjoy the security and love inherent in growing up within his own family, but what emerges from discussion with parents and clinical involvement with them and their children is Proc. roy. Soc. Med. Volume 70 January 1977 how expert as therapists parents do eventually become. Most workers in the field discover with growing respect how effectively parents do come to learn to control difficult behaviour, to anticipate crises and to encourage the child in his efforts to overcome his disability. The severe emotional strain imposed on them in achieving this expertise is due, in large measure, to their need to suppress initial natural responses.
